Studies of the fantasies accompanying the behavioural reactions of patients in a hemodialysis and kidney transplant unit were conducted at Notre-Dame Hospital in Montreal. The clinical material was composed of fifteen patients, seven of whom had had a transplant and eight who were awaiting the operation. The methodology was predicated on the fact that the psychiatrists did not function as consultants but as integrated members of the treatment team and, as such, it was possible for them to interview and systematically conduct psychological assessments of patients, donors and their families, who were seen at different stages of the treatment process. It was found that this investigative pursuit also proved to have therapeutic value.
Transplantation of a kidney is a singular type of adventure for all concerned. This was the first time the authors of this paper had observed this experience. The special experiential ingredients of transplantation are: It provokes a regression related to dietary restrictions and rigid time schedules; It imposes confrontation with death; It markedly intensifies intrafamilial ties.
Further, this adventure has a fabric made up of a number of paradoxes which the recipient must confront, and which can be defined as opposition and contrast between the relatively minor complaints which lead to the initial consultation and the very major treatment proposed; there is opposition and contrast between the sudden events and phases of hospitalization and transplantation and the long period before and pro- (1972) longed period after. As for the donor, two further paradoxes can be stressed: there is opposition and contrast between the commitment which is asked of him and the fact that he may be declared unacceptable on biological grounds; there is also opposition and contrast between the fact that he is not sick but nevertheless becomes a patient. Finally, for both donor and recipient there is that one equation which is difficult to conceptualize, namely that one kidney equals two kidneys.
This adventure can therefore be readily understood in terms of its creation of stress and regression and also as an experience of exchange and of avoidance of death. Some patients extract a maturing benefit from the experience -for others it is traumatizing, and the reasons for this will be examined.
The recipients will now be considered: Kemph (3) and Eisendrath (1) amongst others have described certain psychiatric disturbances in transplant patients apathy, dietary indiscretions, conversion symptoms, depression and also "The giving up -given up complex" described by Engel (2) . Such symptoms were also observed in the patients in this study, but they varied from one person to another.
These disturbances could be viewed as problems of adaptation to the transplant experience and observations in this study revealed that the kidney, hemodialysis and the transplantation are perceived differently by different patients, and that these perceptions are related to memories of earlier and comparable situations -comparable in aspects such as confrontation with death, passivity, giving and receiving, regression and early incorporating experiences. Insofar as these comparable situations have been pathological in the past they can make the experience of transplantation pathogenic, and this in turn may result in various physical and psychological complications, minor or major. Thus transplantation is not only a transplantation but it is much more.
Confrontation with death is feared and avoided by all manner of pathological defence mechanisms -denial, strangulation of affects, a head-long flight into surgery, manic-like manifestations or hypochondriacal symptoms. Anxieties about death tend to become focused and displaced onto the specific events of surgical interventions, and various cat-and-mouse-type rea.ctions are used to avoid these tensions.
The fear of death is essentially experienced by the patient in a context of aggression from others or toward others. The patient who is trying desperately to project himself into the world of the living can feel rejected by the others into the world of death. For example, the transplantation of a cadaver kidney can be experienced as a prediction of forthcoming death. In the same line of thought it can be seen that the biological rejection of the kidney is but one rejection among many. These aggressive trends are transferred and related to the past and are linked to earlier experiences, when vital gifts -affection, closeness and so on -were desired but not received, in contrast to the present gift -the kidneywhich is received without having been asked for, and an intense sense of guilt ensues. Death is thus viewed as a double punishment for past 'badness' as well as for the present one which consists of the accumulated aggression reactivated but unacceptable at the moment of the transplantation gift.
Transplantation also represents another facet of the life-death dialectic in that it is experienced as erasing the illness, as a rebirth, a resurrection as it were, and at the same time, from a superegoistic standpoint, it stands for a redemption. By going through the threat of dying (the operation), the promise of forgiveness (the renal gift) permits the sense of rebirth.
This rebirth and this redemption are in fact a new defence against death anxieties. Transplantation is invested with magical powers, by which death is thrown back into the past and free access opened to an unlimited future.
In this experience the physicians are seen as priests celebrating the sacrifice or as helping elders bringing comfort during the initiation.
Apart from the relationship to aggressive trends, transplantation is also linked to libidinal and sexual drives and needs. Diet requirements and an imposed passivity provoke dietary indiscretions, a demanding pressure of thirst, especially when all of these reactivate earlier oral frustrations. Nephrectomy, the added interest in evacuation products (urine and so on) can also provoke psychological difficulties when they reactivate earlier unresolved anal and urethral conflicts. Perhaps most apparent are the disorders on the genital level. Castration fears in both male and female patients are common and they reactivate latent conflicts concerning sexual identity; these difficulties are usually found to have preexisted. Thus, transplantation is generally experienced as a 'rephallicisation' or a refertilization. The female patient has fantasies of pregnancy, the male patient fantasizes the recovery of a phallus, sensed as lost because of the illness and dialysis, during which sexual impotence is a frequent finding. Male patients thus feel emasculated during dialysis and remasculinized with transplantation. After the transplantation erotomanic fantasies and behaviour are common. The symbolically acquired phallus is however viewed by the patient as having a doubtful remasculinizing quality.
These problems tend to cause frequent conjugal disturbances, the more so because transplantation is an intrafamilial exchange which by definition excludes the spouse. Earlier marital problems are thus easily reactivated by those created by the transplant.
While studying the effects of the transplant upon the body-image perception it was observed that the psychological limits of the kidney are much less precise than its anatomical and physiological borders. There is confusion on the fantasy level with the genital glands and the vertebral apparatus.
On the physiological plane the kidney is experienced as the organ of strength, viewed as a male secondary characteristic. This culturally determined aspect is seen in some French-Canadians and in many other national groups.
This led to the examination of the problem of the introduction of a 'foreign' object (the acquired kidney) into the body of the recipient. It is believed that the psychological transplantation is not contemporaneous with the anatomical transplantation. Muslin (4) described the three consecutive stages of the internalization of this new organ as; non-existent, then partial, then total, insofar as the new organ is first felt as foreign and only gradually does it become experienced as part of the self-representation. Similar observations. made in this study agree with his findings.
The metapsychological implications of Muslin's views are now considered. There is general agreement, as noted recently by Schafer (5) that internalization is a generic concept describing the passage of an external object representation into that of an internal object. As modalities of internalization, introjection implies a mentally experienced inner presence felt as separate from the self. On the other hand, incorporation implies a lack of distinction and a fusion between the self and object. Therefore, in the case of transplantation there is really no incorporation at all at the beginning, but there follows authentic incorporative reactions in the patient as the acquired organ merges with the self-representation on a body level. The process resembles that described in cultural anthropology as acc~l turation, and the equivalent in transplantation represents a type of gradual 'accorporation'. This term might prove useful in describing the internalization of the new kidney, since the classical concept of incorporation must be qualified by stating that incorporation does not exist in the beginning and only gradually becomes operative. 'Accorporation' on the other hand simply suggests a progressive internalization of the kidney on both the mental and somatic levels without implying that self-object dif-ferentiation exists at the beginning. If the process of 'accorporation' is triggered by the transplant operation itself, it nevertheless begins as soon as the operation is announced and not when the surgery is actually performed. As long as the operation is hoped for and expected the 'accorporative' process goes on at a psychological level, but if the hope is diminished because of delay or other object-loss the process is slowed down and regresses to earlier stages. Gradually the two elements merge -the recipient's body and the acquired kidney. Therefore the surgical intervention occurs at a particular moment of the psychological process of 'accorporation' -a moment which differs for each patient.
It was noted that the initial phase when the acquired _kidney is denied entirely is very short, and immediately after transplantation 'accorporation' flows backwards briefly and the organ is again denied. Shortly thereafter the accorporation process resumes and the kidney is experienced as foreign. It takes a while before the new kidney is 'accepted' and fused. It is also clear that the patient's clinical course is helped by his attainment of greater fusion between his self-representation and that of the acquired kidney.
Much of the material studied here suggests that the vicissitudes of the incorporating process reflect past experiences of internalization. Genetically early 'taking-in' experiences of an oral nutritive and affectional nature are reactivated, along with their attendant conflicts. Fantasies concerning the transplantation eventually involve a blurring of self-object boundaries. The recipient can experience a desire to absorb certain physical or moral characteristics of the donor.
The situation of the donors will now be considered. Several authors have described the hesitations of the donors before transplantation and their depressiveness after surgery.
The selection of the donor is a complex phenomenon and four pertinent questions were studied; firstly it is not so much the donor in general but rather his unconscious conscience, the superego. The requirements of the superego can be projected while the patient feels he is being used as an 'object' or even a guinea-pig; secondly it seems that the donor gives his kidney and also everything that the kidney represented for him as links with aggressive and sexual trends -a loss of life, of strength, of virility or a gift of life or of death; thirdly, the reward for the donor varies from patient to patient -before the transplantation there is a domination of the donor's ego by the superego in a kind of total, irreversible involvement, but once surgery has been performed the superego is satisfied and relaxes its hold on the ego, which then appears to be depleted or perhaps is faced only with guilt feelings from the past, which may to some extent account for the post-transplantation depression of the donor; finally the donor gives his kidney not only to the recipient but also to whomever the recipient represents -parental figures and so on.
All these facts concerning the donor's inner life are important and need to be worked through as far as possible in psychotherapeutic interviews, because such fantasized distortions create distance between the donor and the recipient in their real-life relationship and can lead to complications for both.
The study of the families concerned here revealed that some family members see themselves, overtly and sometimes covertly, as potential donors and they react either by volunteering for the donor role or by resisting it, with all that this implies in terms of conflicting emotions. The result is that it is not possible for the family members to maintain a sense of identification with the patient since they simultaneously fulfill the complementary role of the potential donor of a part of themselves. This leads to the virtual isolation of the donor and the recipient.
Transplantation and renal illness provoke a circumstantial regression of the patient within his family -a regression which the family mayor may not accept. Similarly the excluded spouse mayor may not accept his or her exclusion. This regression there-fore reactivates earlier patterns of family dynamics which, if they were pathological, could become pathogenic.
Furthermore the regression of the recipient introduces new and pathological elements into the relationship between himself and the donor. The recipient can desire a donor who may be different from the real donor -the latter is sometimes a family scapegoat.
Such pathological undercurrents in family relations open the door to reactions of retreat in the donor and also trigger anxieties in the recipient with respect to his view of the worth of the donor and of the transplanted organ, a perception which is coloured with sexual and aggressive trends, as was previously described.
Furthermore any retreat or 'distancing' of one family member because of objective reasons, for example immunological incompatibility, can be experienced by the recipient as an abandonment, especially if a real desertion or rejection occurs at the time of transplantation. Rejection refers here either to personal relations or to its equivalents, such as organ-rejection or delay in proceeding to surgery.
These various forms of rejection and threatened object-loss can lead to affects of helplessness and hopelessness, much like the previously mentioned syndrome described by Engel -"The giving upgiven up complex" (G.V.) in relation to somatic breakdowns. Psychiatrists must be alert to this syndrome as it is ominously pathogenic and at times lethal in its complications, be they physical or psychological. The syndrome should be considered as a psychiatric emergency.
When this syndrome is considered more carefully its gravity appears to be related not only to any actual, real loss but to sensitizing earlier losses reactivated by the current ones. The experience of rejection and object-loss, real or imagined, leads to the G.V. syndrome in these patients if, as not infrequently occurs, ambivalent and conflicting emotions render normal mourning difficult. It is in the wake of the G.V. complex that most somatic or psychiatric complications occur, and the assimilation of an absent presence (that is a desired but rejecting person) and a present absence (that is a desired but lost person) can highly predispose to the appearance of the ominous G.U. affective syndrome. For example, a desired but rejecting donor can (for the recipient) reincarnate someone who was loved but lost in earlier life.
However this syndrome can be resolved if treatment permits verbalization of the early conflicts and clarifies the distinction between past and present losses.
Finally, this study led to an attempt to deal with anxieties experienced by the personnel, particularly the nurses, at their own request. This entailed working with problems of the teams and helping the verbalization of various team fantasies concerning the patients. Strangulation of affects and emotions, denial of death and of depression, fear of aggressive trends and guilt because of the latter are all problems which tend to be shared by both the patients and those who care for them. Problematic staff reactions to such anxieties tend to encourage the personnel to deny the patients by reducing contact with them, and an attempt was therefore made to urge the psychiatrists and other Unit personnel to become aware of and to express these anxieties, in order to diminish the screen-value of these conflicts because they foster the isolation of the patient.
In conclusion, the main problem is that all concerned -recipients, donors and the treating team -launch themselves into the adventure of transplantation while attempting to deny the required confrontation with primal problems. In other words they attempt to experience transplantation as if it were a simple, functional operation, and the result is that the experience becomes over-invested with various and complex internal conflicts and may lead to grave complications. By psychotherapeutic intervention an attempt was made to foster awareness and verbalization of these preexisting and current conflicts and thereby make the operation more functional by minimizing the incidence of complications, both physical and psychological.
